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Accepted 13 January 2016Figure 1. The levator ani muscles are sutured together to create an interposition.Dear Editor,
Old perineal laceration accompanied by rectovaginal ﬁstula is
often associated with suture failure due to poor blood ﬂow at the
scar site. Many surgical textbooks describe a technique of resecting
and suturing the rectal ﬁstula by incising the vaginal wall [1,2]. We
report a patient who underwent radical surgery for rectovaginal
ﬁstula using levator ani muscle interposition. Postoperative man-
agement is also described.
A 32-year-old woman, gravida 1, para 1 had undergone vacuum
extraction due to nonreassuring fetal status at another hospital.
After delivery, she started to have gas and stool leakage from the
vagina and visited Juntendo hospital. An old perineal laceration
with rectovaginal ﬁstulawas diagnosed and she was referred to our
department to undergo surgery. A 3-mm ﬁstula was identiﬁed ~2
cm from the vaginal introitus. She was hospitalized for 2 days
before surgery to receive colon cleansing which is required for
colonoscopy. The patient underwent radical surgery for the rec-
tovaginal ﬁstula under general anesthesia. The vaginal mucosa was
incised, and the rectum was detached from the posterior vaginal
mucosa, laterally in an extended area. After the rectum had been
detached to the upper part with avoidance of the ﬁstula, the ﬁstula
was resected. The rectum was sutured in two layers, and the rec-
tovaginal septum and the perineal muscle group were sutured.
Next, the levator ani muscles were detached and identiﬁed, and the
left and right levator ani muscles were sutured together to create
an interposition for blood ﬂow supply and multilayer reinforce-
ment (Figure1). The surgery was completed by suturing the vaginal
wall. After surgery, the patient underwent vaginal washing daily
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glucose, electrolytes, and amino acids for 5 days. From post-
operative Day 5, the patient started to receive a low-residue diet.
Laxatives were also administered to prevent constipation. Her
overall medical condition was carefully managed. There was
neither postoperative leakage nor recurrence.
Repair of an old perineal laceration accompanied by rec-
tovaginal ﬁstula is often associated with suture failure of the
rectum due to the presence of extensive scar tissue causing poor
local circulation. Therefore, to achieve repair, it is essential to resect
the scar, create a fresh wound surface, and improve local circula-
tion. This technique is expected to secure blood ﬂow at the repair
site by creating an interposition of muscle layers, thereby reducing
both leakage and the risk of infection. It also serves as vaginoplasty
for vaginal relaxation.
Postoperative management is also critical for successful repairs.
As ﬂuid replacement containing sufﬁcient protein and the admin-
istration of a semidigested nutritional agent resulted in little stooly Elsevier Taiwan LLC. This is an open access article under the CC BY-NC-ND license
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burden at local sites and the risk of infection.
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